, whilst playing football, received a kick in the left groin, but was able to finish the game. Later had some pain in that region and, after treatment by a bone setter, attended the Middlesex Hospital. Examination then showed a firm indefinite swelling in the neighbourhood of the left pubic spine, also palpable in the perineum and by the rectum. There was slight limitation of all movements of the hip and slight wasting of the quadriceps. Skiagrams (March 12, 1929) showed the shadow of a tumour involving the pubic and ischial bones and encroaching on the acetabulum, and on April 3, a repeat skiagram showed the tumour to have increased in size.
A tentative diagnosis of an ossifying sarcoma was made and an inter-ilioabdominal amputation, with a single large posterior flap, was performed. Convalescence was uninterrupted and the patient was discharged on the forty-ninth day after operation.
A special webbing support, taking the weight from the right shoulder, was designed and is worn day and night. There is now no sign of stretching of the abdominal parietes. He sits comfortably and gets about with crutches, and will not consider a prosthesis.
(3) Advanced Carcinoma of Rectum Involving Uterus and Vagina.-Patient, female, 52 years old. Nine to ten months before admission to hospital she had complained of pain on defecation and bleeding by the bowel. There was a history of constipation, which had become increasingly severe as time went on. Examination showed a large growth, from one to three inches from the anus, situated mainly on the anterior wall, through which a fistula was felt into the vagina.
Laparotomy was performed in February, 1930, and extensive infiltration by growth and inflammatory tissue beyond the rectum were found. There were no signs of either peritoneal or hepatic involvement, but it was obvious that removal of the rectum alone would not suffice. A left iliac sigmoid colostomy was performed.
About three weeks later a second operation was performed, under spinal, caudal and light general anesthesia. This was an abdomino-perineal excision, with removal of the uterus and vagina.
The specimen shows the rectum and lower pelvic colon with an extensive ulcerated growth 4i in. by 31 in., almost encircling the rectum. From the anterior part of the crater a fistula runs into the vagina, invading its posterior wall. A very small uterus is seen above the infiltrated vaginal wall, firmly adherent towards the cervix.
The patient is doing her full work at the present time and there is no sign of recurrence.
(4) Myxo-Fibroma of Mesentery.-Patient, a man aged 62, had for some months had a feeling of heaviness and oppression in the abdomen. He had a large freely movable swelling in the abdomen.
Operation, 24.7.30.-Through a left paramedian incision a large tumour was delivered, and this was seen to arise from the mesentery attached to the intestine in the neighbourhood of the lower part of the jejunum. From ten to thirteen inches of small intestine were resected with the tumour and an end-to-end junction was made. Convalescence was satisfactory.
The tumour is solid, with a pinkish surface, and measures 91 by 9 by 5 in. The mesentery of the small gut is closely adherent over part of its surface. On section a striated gelatinous structure is seen with definite fibrous septa separating lobules, A few hemorrhagic areas are seen.
Microscopically, the tumour is of a loose, mixed myxomatous structure, supported by delicate strands of fibrous tissue. A definite fibrous capsule is seen with a few well-formed blood-vessels in the neighbourhood. The tumour is suggestive of a mesenteric fibroma with myxomatous degeneration.
(5) Fibro-Sarcoma of Mesentery.-Patient, an obese woman, aged 38, for several months had had attacks of abdominal pain. During the attacks a tumour was noticed in the epigastrium, but in the intervals nothing could be felt. At operation a tumour was found in the region of the lower jejunum. It was attached firmly to the mesentery and was removed with eight or ten inches of small intestine. An end-to-end junction was performed. The gut was dilated above the tumour and was collapsed below it. Probably the weight of the tumour had established at intervals a condition of volvulus. Nothing of further interest was found except many large dilated veins over the surface of the mesentery in several places.
The tumour is dark purple in colour, with areas of plastic peritonitis on the surface. It is lobulated, and measures 3i by 21 by 4 in. On section several cysts are seen containing brownish fluid necrotic tissue and blood-clot. The solid parts of the tumour show necrotic areas. Microscopically, spindle-cells with well-formed nuclei predominate and between them are areas of haemorrhage. Formation of new blood-vessels is not apparent and some degree of necrosis and organization of blood-clot is present in parts. The tumour takes the form of a very cellular fibroma or fibrosarcoma, which, owing to torsion, shows haemorrhage and necrosis throughout its substance.
(6) Extensive Carcinoma of Colon.-Patient, female, aged 48, and weighing 16 st., had for six months complained of ana3mia, general loss of health and marked loss of weight. The bowels were becoming increasingly obstinate and blood was noticed in the motions. On examination, a large tumour was felt in the right loin, not adherent to the anterior abdominal wall, but only slightly movable.
At operation, 11.6.30, a large growth in the neighbourhood of the hepatic fixture was seen, involving the stomach and adherent to the surrounding structures. The ceecum was greatly dilated, and also invaded by growth, while cedema was apparent in all the structures affected. An ileo-transverse colostomy was performed with a side-to-side junction. Nineteen days later the abdomen was reopened, the part of the stomach affected was resected, and the freed cardiac end joined to the small gut by the ordinary Polya type of anastomosis. The duodenal stump was carefully closed. The peritoneum on the outer side of the right colon was mobilized and the small gut was divided about eight inches from the ileo-ctecal valve. The colon was also divided beyond the growth, and proximal to the anastomosis, and the mass was removed by dividing the respective mesenteries. The freed ends of colon and ileum were closed. A faecal fistula formed about the fifth day, but the action through the bowel was satisfactory the whole time. This fistula closed spontaneously about ten or eleven weeks after the operation.
The specimen snows terminal ileum, with ccum and appendix and ascending transverse colon, with an attached portion of stomach. The transverse colon is obstructed by an extensive new growth, 3 by 3 in., adherent to the ceecum, which it is invading, and a fistula is forming between the two parts of the colon. The cocum is greatly dilated, owing to the marked degree of obstruction in the
